A 51-year-old man visited the tertiary-care hospital with a 2-week history of dizziness and dyspnea on exertion. The initial hemoglobin level was 5.8 g/dL, without any history of hematochezia or melena. The esophagogastroduodenoscopy (EGD) was normal. During colonoscopic preparation, the patient experienced hematochezia and became hypotensive. On angiography, no extravasation of contrast media was observed. A CT scan with angiography showed a small high-density area in the jejunal lumen, suggesting extravasation of the contrast media. Capsule endoscopy was performed, and oozing bleeding was suspected in the proximal to mid jejunum. The patient was referred to our hospital. Repeated EGD and CT enterography did not reveal any significant bleeding. An antegrade double balloon endoscopy was performed, and an approximately 2-cm-sized submucosal tumor with ulceration and a non-bleeding exposed vessel was observed in the mid jejunum. The presumed diagnosis was jejunal gastrointestinal stromal tumor. The mass was surgically resected, and the final histopathological diagnosis was arteriovenous malformation. (Korean J Gastroenterol 2014;63:42-46) 
INTRODUCTION
Vascular malformation is one of the causes of gastrointestinal (GI) bleeding. The most common type of intestinal vascular malformation is vascular ectasia or angiodysplasia, which typically affects the right colon in individuals older than 50 years. 1 Arteriovenous malformation (AVM) of the small intestine is a relatively uncommon cause of GI bleeding. Moreover, tumorous or polypoid AVM is extremely rare, and there are few reported cases of polypoid AVM presenting intestinal obstruction or intussusceptions. 2, 3 We here report a case of jejunal AVM misdiagnosed as a subepithelial tumor.
CASE REPORT
A 51-year-old man visited the tertiary care hospital with a 2-week history of dizziness and dyspnea on exertion. He was otherwise in good health with no history of GI bleeding. The hemoglobin level at the time of admission was 5.8 g/dL.
Esophagogastroduodenoscopy (EGD) disclosed no abnormalities. During colonoscopic preparation, the patient exhibited hematochezia and became hypotensive. During urgent angiography, no extravasation of the contrast media or vascular abnormality was observed. Vital signs were stabilized after fluid resuscitation and transfusion. Colonoscopic examination revealed melena from proximal bowel, there- fore small bowel bleeding was suspected. A subsequent CT scan with angiography showed a small high-density area in the jejunal lumen, suggesting extravasation of the contrast media ( Fig. 1 ). Capsule endoscopy (CE) was performed to localize the site of bleeding, and oozing of blood in the proximal to mid jejunum was detected.
The patient was transferred to our institution for further in- 14,15 DBE, followed by CE, remains a mainstay in the diagnosis and treatment of small bowel lesions. [15] [16] [17] The use of a CT scan may be an effective noninvasive method for detecting the site of bleeding. 18 In the present case, CT angiography showed the contrast extravasation in the jejunum, and subsequent CE and DBE revealed subepithelial tumors with surface ulceration and exposed vessels in the jejunum.
Surgical excision has been the mainstay in the treatment of AVM, and some cases are diagnosed even after the resection. 9 Moreover, some cases are likely to be managed via polypectomy before pathologic diagnosis since it is difficult to consider the possibility of a polypoid AVM relying on endoscopic appearance. 2, 15, 19 With the introduction of DBE, endoscopic therapy has become another option for the treatment of certain AVM lesions. 20 Therapeutic endoscopy with a clip, thermocoagulation, polypectomy, or argon plasma coagulation may be the first-line treatment for small, discrete, and localized vascular lesions. 1, 15, 19 However, these approaches are less likely to be successful for large submucosal vessels or lesions with arterial components. AVMs may resulting in life-threatening hemorrhage since they have persisting connections between arterial and venous components. Surgical resection is usually necessary as the definite treatment for type 2 vascular malformation, defined according to the classification by Moore et al., 9 and type 2 or 3 lesions, according to the classification by Yano et al., 12 as was found in our case.
Although AVM of the small bowel rarely causes GI bleeding, it should be considered as a possible differential diagnosis in young patients with obscure GI bleeding. Endoscopic findings in cases of AVM can vary, and, especially, tumorous AVM
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The Korean Journal of Gastroenterology can be misdiagnosed as a GIST. The decision to perform a biopsy should be made with care because this procedure may lead to massive and uncontrolled bleeding. We experienced a rare case of jejunal AVM, which presented itself as a tumorous appearance with bleeding, and it was successfully treated by surgical resection.
